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STATEMENT OF DHFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION l‘ﬂa)ggﬁfgkg‘r
AND PLAN OF CORHECTION IDENTIFICATION NUMBER: e oy s
445494 s 0212812012
NAME OF PROVIDHR OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION ")
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE m“;:f; 1ob
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 5
DEFICIENCY) i
This plan of correction is the facility's
K 000 | INITIAL COMMENTS K 000 Credible allegation of compliance.
T e T ey Preparation andfor execution of this
|| — Plan of correclion does not constitute
P Comparative Federal Life Safety Coc!e> 3?“:55i°“h°' 3sff==m=m by the provider
C  on-Fel the truths or facts alleged or

_J SLLSE) S_'iriey ch m : Conclusions set forth in the statement

2012. It was conducted as per the requirements Of deficiencies. The plan of correction
; of tHe Federal Register at 42CFR 483.70 (a) Is prepared and/or executed solely because

usipg the existing Health Care Section of the I 'z required by the provisions of federal

20(0 edition of the LSC and its referenced Andsistelav,
: pu 1cations. This building was Type Il (000), 1) What corrective action will be
; parfially sprinkiered and housed 89 beds. On the Accomplished for those residents

dayl pf survey, census was 83. ; found to have been affected

i

By the deficient practice?

A contract vendor added flame retardant

; are|ps follows: (F-1) paint, and approved covering to the
1 K 012 | NFIRA 101 LIFE SAFETY CODE STANDARD K012 Existing overhang located at the front V/C\_
: $8=D . _ Entrance on 3/23/12. The structure
J l ing construction type and height meets ane Will be made of a fully protected type BNz
: of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, Of construction. b e
1 19.35.1
E 2) How will you identify other residents
A Having the potential to be affected by
: the same deficient practice?
: i ) ) ) The Director of Maintenance confirmed ;
. Thiz ISTANDARD is n_ot met as ev:sﬂenogd by: On 3/16/12 that no other overhangs are
Based upon observation and staff interview Located on the facility premises, The
: durifjg the survey, it was determined that the Existing overhang will be made of 2 fully 3/3n2
] fac! [y failed to provide a fully protected type of Protected type of construction by 3/23/12.
congtruction in the building. The findings
inc? od> 3) What measures will be put into place or
' What systematic changes will you make
3 Approximately at 3:15 PM, it was observed that ;‘Lf?é’é';e;ha[ thie Heficient practics will
| 24'320' combustible overhang located at the front T
entrnce did not have sprinkler coverage. This The Director of Maintenance will complete
defitient practice affected 4 people. A review of the existing overhang located at
The front entrance monthly to determine that
3 This was verified with a member of the The construction type and height remains fully | 3/23/12
malitenance staff at the time of discovery.. Protected.
K082 NFQL p, 101 LIFE SAFETY CODE STANDARD Kos2
ss=D| i
L
LABORATORY DIREGHOR'S OR PHOVIDER/SYPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X5) DATE
1
vﬁ 7 &ED 3jac]ra
Any defici L- stat t er"lding with Mg(arisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards prgjfde sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings statad above are disdcgabie 90 days
following the date of|{$prvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dusclosﬂe 14
lable o the facility. !f deficiencies are cited, an approved plan of correction is requisite to continued

days following the date these documents are made avai
program participation.
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. DEPARTMEJ T OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FIDR MEDICARE & MEDICAID SERVICES : OMB NO. 0038-0391
-; STATEMENT OF . FICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
k AND PLAN OF COl E ECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
| [ 445494 o . 022812012
NAME OF PRO‘l R OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
7824 RHEA COUNTY HWY
LIFE CARE :§NTER OF RHEA COUNTY i DAYTON, TN 37321
(X4) 1D ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5
| PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG %EGULATORY OR LSC IDENTIFYING INFORMATION) TAG GRDSS—REFEREEEE%L%;%E APPROPRIATE DATE

K 000 | INITIAL COMMENTS K 000 _[

Comparative Federal Life Safety Code

) Survey was conducted on February 28,

b It was conducted as per the requirements
e Federal Register at 42CFR 483.70 (a)

g the existing Health Care Section of the

D edition of the LSC and its referenced
ications. This building was Type Il (000),
ally sprinklered and housed 89 beds. On the
of survey, census was 83.

1

8 deficiencies determined during the survey
s follows: !

| ang
] K 012 | NEPA 101 LIFE SAFETY CODE STANDARD KO121 4§ ‘Bowwill ihe comsctive sction b
s5= ’ ‘ . Accomplished for those residents
| Builing construction type and height meets one ' found to have been affected by
! of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, Deficient practice?
1 198.5.1

The Director of Maintenance will present
The findings of the monthly overhang review
to-the Performance Improvement Committee
monthly for three consecutive months.

The Performance Improvement Committee

This STANDARD is not met as evidenced by: isti
- m i i
| Based upon observation and staff interview Mn?sr]lng‘of 2 il i
; . _ edical Director, Business Office Manager, Staff
 duripg the survey, it was determined that the Development Coordinator, Wound Care Nurse
facllity failed to provide a fully prOtEGFEU type of Director of Medical Records, ’
coffbtruction in the building. The findings Director of Environmental Service, Director
inalided: O_f Maintenance, Director of Social Services,
DII‘PA::{‘OI’ of Human Resources, Director of Rehab
Aotroximately at 3:15 PM, it was observed that Sn?rwces. Director of Activities, Director of Nursing
A3 :' o' combustible overhang located at the front Director of Food_ an_d Nutrition Services, and
| entfiance did not have sprinkler coverage. This iatreaorof Admistons/Marketing will review
the findings and make recommendations and

icient practi ffected 4 le.
nt practice a ect peop develop plans of action if any areas are noted to 123012

1 : Thig was verified with a member of the oS mecamplrdth
' majptenance staff at the time of discovery.. i {
K 052 NAPPA 101 LIFE SAEETY CODE STANDARD K 082 :
§8=D | | l
: {X6) DATE

LABORATORY DI TOR'S OR PR@YIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

ment ending with agterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
vide sufficient profection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date[df survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the|#ate these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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i PRINTED: 03/14/2012
. DEPARTMENT!I OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FQR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEJCIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
i . WING
| 445494 R 02/28/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE CARE CENTJER OF RHEA COUNTY ol
€ U 3 DAYTON, TN 37321
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [n] PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE FORELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 052 | Confihued From page 1 K052| 1)  What corrective action will be
A firgi alarm system required for life safety is accomplished for those residents
installed, tested, and maintained in accordance found to have been affected by
with JIFPA 70 National Electrical Code and NFPA The deficient practice?
72. The system has an approved maintenance ) ,:/ d 4 the fire al
andJ sting program complying with applicable SURIIBEL ey fostp [: g:fr: c?l :;m
requjfements of NFPA 70 and 72.  9.6.1.4 ystem has a
esting program in
place with proper frequency. 3/23/12
2)  How will you identify other residents
. having the potential to be affected
k by the same deficient practice and
| | what corrective action will be taken?
i
: The Director of Maintenance confirmed
) ) _ with a contract vendor on 3/13/12 that the
1;:“:: 1:::;?':;:2‘1'2;‘?;0‘:3 ?:v?:rz:ze;:ﬂl:. fire alarm system, including the facility
smoke detectors, were tested and
intenylew that the facility failed to maintain the fire issues were found. " 3/23/12
alar system according to NFPA 70, National
Electijcal Code and NFPA 72, National Fire 3)  What measures will be put into place
Alarri Code in terms of frequency of testing. The or what systematic changes will you make
findirjgs included: lo ensure thal the deficient practices
will not recur?
Appraximately at 4:00 PM, review of the safety .
systgm records and interview of the Maintenance g bt velhdm. WTI o the e irto
Diregfor indicated that the fire alarm system was e amels elidingtne smoke delectors
. I gduled to
last tgsted on 12/30 /11, It was also observed that In 03/2013. Y oeeur 3/23/12
severfl smoke detectors were not checked during
the tagt.
This|geficient practice affected 5 residents.
This|yas verified with maintence staff at the time
of disgovery.
|
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i DE?’ARTME&T OF HEALTH AND HUMAN SERVICES OMFBOIES %zgg%\fagq
- CENTERS FJR MEDICARE & MEDICAID SERVICES u i = :
| STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION x3) g;;%f ETC0 :
]AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
; 445494 B WING . 02/28/2012

NAME QF PROVIDHR OR SUPPLIER
LIFE CARE cn:}{TER OF RHEA COUNTY

i

STREET ADDRESS, CITY, STATE, ZIP CODE
7824 RHEA COUNTY HWY
DAYTON, TN 37321

D

'S PLAN OF CORRECTION (%5)
PROVIDER'S P com&mu
DA’

fai o

|

4 SUMMARY STATEMENT OF DEFICIENCIES i
I%E)l-!g{ CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SF%%%ER?E}'E i
TAG GULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE A i
DEFICIENCY) |

| i

K052 K 052 ]-
]

|

|
|
|
:

with|NFPA 70 National Electrical Code and NFPA
72. {Jlhe system has an approved maintepance
ancJ sting program complying with applicable
req

96.1.4

Confinued From page 1

A firg alarm system required for life safety is
instajled, tested, and maintained in accordance
ements of NFPA 70 and 72.

iss STANDARD is not met as evidenced by:

iew that the facility failed to maintain the fire
system according to NFPA 70, National
ical Code and NFPA 72, National Fire
Code in terms of frequency of testing. The

ximately at 4:00 PM, review of the safety
records and interview of the Maintenance
or indicated that the fire alarm system was

This deﬁcient practice affected 5 residents.

Thig|was verified with maintence staff at the time
of dﬁ}%very.

I

4)

How will the corrective action be
accomplished for those residents
found to have been affected by the
deficient practice?

The Director of Maintenance will present

The findings of the annual fire alarm system

And smoke detector test

to the Performance Improvement Committee
monthly for three consecutive months.

The Performance Improvement Committee
consisting of the Executive Director,

Medical Director, Business Office Manager, Staff
Development Coordinator, Wound Care Nurse,
Director of Medical Records,

Director of Environmental Service, Director

Of Maintenance, Director of Social Services,
Director of Human Resources, Director of Rehab
Services, Director of Activities, Director of Nursing
Director of Food and Nutrition Services, and
Director of Admissions/Marketing will review

the findings and make recommendations and
develop plans of action if any areas are noted to

be non-compliant. 3723112
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